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CONFERENCE ON LEGITIMATE REQUIREMENTS OF NAR- 
COTIC DRUGS, WASHINGTON, D. C., AUGUST 12, 1930 


A SUMMARY OF THE PROCEEDINGS! 


A conference of representatives of medical, dental, pharmaceutical, 
veterinarian, and other scientific associations and agencies with the 
Surgeon General of the United States Public Health Service was held 
in Washington, D. C., August 12, 1930, for the purpose of considering 
the question of (a) the necessity for and (6) the methods to be used in 
making studies and investigations for carrying out the provisions of 
the act approved June 14, 1930, relating to the quantities of crude 
opium, coca leaves, and their salts, derivatives and preparations, 
together with such reserves thereof as are necessary to supply the 
normal and emergency medicinal and scientific requirements of the 
United States. The proceedings of that conference are herein briefly 
reviewed and summarized. 

The national organizations represented included the following: 


American Dental Association. 

American Drug Manufacturers Association. 
American Hospital Association. 

American Institute of 

American Medical Associatiof® 

American Medical Editor’s and Authors’ Association, 
American Pharmaceutical Association. 

American Veterinary Medical Association 

Bureau of Social Hygiene (Inc.). 

Committee on Drug Addictions. 

National Medical Association. 

National Research Council. 

The Chemical Foundation (Inc.). 

The National Association of Retail Druggists. 
Bureau of Narcotics. 

Department of Agriculture, Food, Drug, and Insecticide Administration. 
Department of the Interior, Office of Indian Affairs. 
Department of the Navy. 

State Department. 

United States Veterans’ Bureau. 

War Department. 


' A full report of the entire proceedings of the conference will be published later. 
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The conference was opened at 10 a. m., recessed at 12.40 p. m., 
reconvened at 2.15 p. m., and adjourned at 4.05 p. m., deliberating a 
total of 4 hours and 30 minutes, under the chairmanship of Surgeon 
General Hugh S. Cumming. 

At the opening of the conference it was explained that the Public 
Health Service assumed no regulatory functions respecting imports 
of crude opium or coca leaves, but was acting wholly in the capacity 
of scientific advisor to the Bureau of Narcotics with reference to the 
quantities of these drugs needed in the United States for medicinal 
and scientific purposes. It was also pointed out that the Surgeon 
General must decide whether or not it is necessary for the Public 
Health Service to undertake special studies and investigations to 
determine these needs, and the kind of program to be inaugurated, 
should special studies and investigations become necessary. 

The methods of controlling imports, manufacture, sale, and distri- 
bution of narcotic drugs by the Federal Government were reviewed 
by Mr. Alfred Tennyson, legal adviser of the Bureau of Narcotics, 
who called attention to the regulation of imports of crude opium and 
coca leaves by a system of import certificates or permits, and to the 
regulation of the sale and distribution of narcotic drugs by a system 
of official order forms used by registrants with the Collector of Inter- 
nal Revenue. Briefly, the scheme of control involves, first, the 
importer, the manufacturer, and the compounder, who must report 
each month to the central authority the quantity of all imports of 
crude opium and coca leaves, the quantity placed in process of 
manufacture, the quantity of drugs actually produced, the taxable 
goods sold, and the quantities furnished each customer; second, the 
wholesale dealer who sells in original, unbroken, stamped packages, 
and who submits to the central authority a monthly report of all 
transactions in narcotic drugs, givimg information regarding the 
quantities received and sold, and to whom consigned. These dealers 
are called, for purposes of convenience, the producing and wholesale 
group, comprising class 1 and class 2 registrants under the narcotic 
laws. 

The retailing and dispensing group must obtain their supply of 
narcotic drugs through the use of official order forms, must be regis- 
tered with the Collector of Internal Revenue, and must make an 
annual report of drugs on hand to the central authority. They are 
not, however, required to submit a monthly return of the disposition 
of these drugs, such as is required of the class 1 and class 2 registrants. 
For purposes of convenience, the dispensing group comprises retail 
druggists-or pharmacists, designated as class 3; the practitioners, 
embracing physicians, veterinary surgeons, and dentists, are grouped 
as class 4; and those who dispense the so-called exempt preparations 
containing opium or coca leaves or their derivatives are grouped as 
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class 5. During the course of discussion, attention was called to the 
use of a considerable quantity of opium or its derivatives in exempt 
preparations and that the quantities of opium so used had increased 
within recent years. 

Mr. S. H. Breidenbach, statistician of the Bureau of Narcotics, 
opened the discussion on the subject of a statistical analysis of sales 
and distribution of narcotic drugs in the United States with special 
reference to medicinal requirements. He pointed out that the 
monthly reports rendered by the manufacturer of these drugs is very 
detailed and readily available for statistical study. Reports rendered 
by wholesale dealers are unsatisfactory for statistical analysis, because 
the kind of narcotic drug contained in preparations sold or purchased 
is not always stated, and, if stated, is not computed as to narcotic 
content, nor is the classification of data readily available forstatistical 
analysis. 

No reports are submitted to the Bureau of Narcotics respecting 
the disposition of narcotic drugs by the dispensing groups, embracing 
the pharmacist, practitioner, and dealer in exempt preparations. 
There are available, however, data showing the quantities of such 
drugs purchased by the dispensing group as a whole, but it is not 
classified in a way that would show the quantities purchased by 
pharmacists, by physicians or medical practitioners, by veterinarians, 
by dentists, or by those who deal in exempt preparations. 

From the discussions which ensued, it appears that data on file in 
the Bureau of Narcotics are subject to further analysis and study 
with reference to the more specific requirements of the dispensing 
groups, but lack of personnel has made these studies impossible. 
The method of submitting annual invoices of drugs on hand by the 
dispensing groups does not lend itself to statistical analysis, however. 
An analysis of the manufacturers’ reports has indicated an increasing 
amount of opium or its derivatives finding its way into exempt 
preparations, and a greater proportionate increase in the use of 
codeine or codeine salts. It is very probable that a larger quantity 
of opium than that formerly used in the manufagture of heroin has 
found its way into the manufacture of codeine. 

Dr. E. F. Kelly, speaking for the American Pharmaceutical Asso- 
ciation, opened the discussion on the specific question of “How 
important is the theoretical diversion of drugs from legitimate chan- 
nels, and what réle can a scientific study of dispensing methods play 
in determining the extent of such diversions?” An opinion was 
expressed by that association to the effect that a more nearly com- 
plete study and analysis of the information available to those charged 
with the enforcement of the narcotic law would furnish data respect- 
ing diversions of narcotic drugs from legitimate channels, and that 
such a method of study would be more advantageous than to attempt 
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a first-hand analysis of dispensing methods. Studies and investiga. 
tions of infractions of the narcotic laws, and an analysis of diversions 
of drugs incident thereto, should be supplemental to the analysis of 
manufacturers’ sales already referred to. Attention was called to the 
necessity for more detailed studies of the enforcement of one phase 
of the Federal narcotic laws dealing with the subject of exempt prep- 
arations with a view to developing greater supervision over the sale 
and distribution of such preparations. 

The subject of exempt preparations was more fully discussed by 
Dr. R. L. Swain, representing the same association, who pointed out 
the need for stricter control, and the desirability of eliminating certain 
preparations and derivatives of opium from the exempt class so as to 
reduce the likelihood of their being used to satisfy addiction. 

In a discussion of the specific question, “Is the present system of 
analyzing manufacturers’ and wholesalers’ sales adequate to establish 
a reasonable estimate of the medicinal and scientific needs of the 
United States respecting narcotic drugs?’”’, Mr. Carson P. Frailey, 
executive vice president and secretary of the American Drug Manu- 
facturers Association, requested the legal adviser of the Bureau of 
Narcotics to make suggestions as to how the present system of de- 
termining imports had functioned, and ventured the opinion that pre- 
vious estimates, based upon an analysis of manufacturers’ sales, have 
been reasonably accurate for the needs of the country without taking 
into account the necessity of reserves to meet emergencies. 

Mr. Alfred Tennyson, in response to this question, considered 
that an analysis of manufacturers’ sales and stocks on hand was a good 
criterion for determining the medical and legitimate needs, if one could 
assume a 100 per cent efficiency in enforcement of the narcotic laws. 
This, he pointed out, was all the more significant when consideration 
was given to the fact that all transfers of narcotic products down to 
the consuming classes must take place through official order forms, and 
that such forms can be obtained only by registrants presumably 
qualified to deal in narcotic products. Attention was called to the 
diversion of these drugs from legitimate channels to satisfy addiction. 

The total amount of such diversion would be possible, but very 
difficult, to ascertain; but, even if known, it would be of questionable 
value in determining the amount necessary for importation because, 
should imports be reduced by an amount equal to the actual, or even 
theoretical, diversion, then imports would not meet the country’s 
requirements, since diverting practices would still continue. On the 
other hand, should no diversion exist, or presuming that the narcotic 
law enforcement was sufficient to prevent all diversions, then the 
analysis of manufacturers’ sales and stocks could be taken as a reliable 
criterion of the medicinal requirements. 
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Further discussion brought to light that an analysis of the monthly 
returns of purchases of narcotic drugs by the dispensing groups 
readily indicated which was being used in large or exorbitant quantities. 
These are subject to scrutiny and investigation to ascertain whether 
their use is questionable or illegal. The small force available to those 
charged with administering the narcotic laws makes it impossible to 
discover all irregular practices of this sort. 

Subsequent discussions challenged the assumption that any con- 
siderable quantity of narcotic drugs was diverted from legitimate 
channels by the dispensing classes, and that such diversion was prac- 
tically nil, if any, from the manufacturing, compounding, and whole- 
sale groups. 

Mr. J. K. Caldwell, of the State Department, who has had five 
years’ experience as a member of the Federal Narcotics Control 
Board, commented upon the interpretation of ‘medical and scien- 
tific needs.” Thus, if medical and scientific needs respecting nar- 
cotic drugs are to be interpreted as heretofore, manufacturers’ sales 
are an adequate criterion for these needs. On the other hand, should 
these needs be interpreted as only the amounts used in good faith 
in the bona fide practice of the several professions using them, the 
quantity of such drugs diverted from legal channels should be sub- 
tracted from manufacturers’ sales to arrive at an estimate of the 
country’s needs. 3 

In dealing with the specific inquiry as to the necessity for making 
studies and investigations respecting the quantities of narcotic drugs” 
needed for medicinal and scientific purposes in the United States, 
the trend of discussion hinged upon an analysis of information now 
available to those charged with administering the narcotic laws, and 
that data on file in the Bureau of Narcotics was either subject to 
further study and investigation or could be collected and supplemented 
through that channel with less difficulty than by an independent 
survey undertaken directly by the United States Public Health 
Service. 

Taking into account the present organization for law enforcement 
and the possibility of preventing diversions of narcotic drugs from 
legitimate channels with the machinery at hand, it was the tenor of 
the conference that the present system of analyzing manufacturers’ 
sales offered, for the time being, a reasonable solution for determin- 
ing the medicinal and scientific needs respecting narcotic drugs for 
the United States. With full appreciation of these results, the con- 
ference continued to discuss further items on the agenda. 

At the afternoon session the principles involved in previous studies 
and investigations respecting medicinal needs were discussed by a 
representative of the State Department, the United States Public 
Health Service, and the committee on drug addictions. Mr. J. K. 
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Caldwell, representing the State Department, called attention to the 
interest of other governments in studies of this character, and stated 
that the problem of controlling the abuse of narcotic drugs was not 
only a domestic one but an international one as well. It was pointed 
out that The Hague Convention required Governments to limit the 
amount of manufacture of narcotic drugs to medicinal and legitimate 
purposes. Up to the present, no Government has undertaken a 
special study of these needs that would provide complete and adequate 
data, although an effort was made by the League of Nations to 
ascertain these needs by questionnaire sent to the various powers. 
Each Government answered in its own way, or not at all. In some 
instances the results obtained were largely based upon hospital uses 
and health insurance data; and in others on the formula of importa- 
tion plus manufacture, minus exports, taking no account of diver- 
sions. As a result, inadequate information was available for the 
League of Nations conference of 1924. 

The conference recently called by the League of Nations is faced 
with the problem of limiting the manufacture of narcotic drugs to 
medicinal and legitimate needs. Thus far the formula for the United 
States is ‘‘manufacture less exports.”’ 

Dr. G. W. McCoy, Director of the National Institute of Health, 
discussed the survey undertaken by the Public Health Service in 
Allegany County, Md., in 1924, to ascertain the narcotic require- 
ments of a restricted area in order to obtain a reliable basis for com- 
puting the requirements of the country as a whole. The method of 
approach involved a personal canvass of every registrant legally 
authorized to deal in narcotic drugs, with the result that approxi- 
mately 7 grains of opium and 29 grains of cocaine were the annual 
per capita requirements. These were the requirements of approxi- 
mately 70,000 people, without any account being taken of the amount 
necessary to meet emergencies. These results included the so-called 
exempt preparations, which constituted about 4 per cent of the re- 
quirements of opium. 

Dr. C. E. Terry, of New York, discussed the surveys undertaken 
under the auspices of the committee on drug addictions, of which he 
is executive secretary. Like the Public Health Service survey, the 
surveys of the committee on drug addictions were concerned with a » 
detailed study of the legal narcotic uses, the technique employed 
being an analysis of the “record-keeping machinery,” registrants’ 
records required by the Federal narcotic laws. 

The first surveys were undertaken in six communities of approxi- 
mately 100,000 population each, widely scattered, and therefore em- 
braced about 600,000 population. The per capita legal uses of nar- 
cotic drugs, expressed in opium equivalence, varied considerably for 
these six communities, ranging from 3.5 to 17 grains of opium. In 
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three the annual per capita legal use was 5, 6, and 7 grains of opium, 
respectively. In one it was between 13 and 14 grains. Because of 
the wide variations in per capita uses, an attempt was made to analyze 
further the data respecting these six communities. A more compre- 
hensive analysis of ‘registrants’ records” was undertaken in a large 
urban-suburban community with a population of approximately 
1,625,000. The per capita legal use is represented by approximately 
9 grains of opium. Data were also obtained by questionnaire of the 
legal use of these drugs in hospitals and institutions throughout the 
United States during the 12 months’ period ending June 30, 1924. 
From these data there was obtained an average annual narcotic-drug 
requirement per hospital bed. 

The communities surveyed by the committee on drug addictions 
represented approximately a total population of 2,200,000 persons, 
or about 2 per cent of the total population of the United States. 
Taking into account the results of an analysis of ‘registrants’ records,” 
as provided under the Federal narcotic law and the hospital uses, 
the per capita requirement represents approximately 8 grains 
(8.56 grains) of opium per annum. This requirement does not take 
into account any quantities necessary to meet emergencies. 

In the discussion which ensued, it was pointed out that the records 
of retail sales of exempt preparations were not satisfactory for analy- 
sis and it was necessary to return to the wholesale or manufacturers’ 
sales figures for reliable data concerning these preparations. It was 
also shown that the importation of approximately 150,000 pounds 
of opium during the years 1926 and 1927 was almost parallel with 
the estimated requirements of approximately 8% grains per capita. 

Col. John D. McLean, of the American Hospital Association, 
opened the discussion upon the subject of the advisability of analyzing 
the records of general and special hospitals or institutions with 
reference to the indispensable uses, ill-advised uses, and diversions 
from legitimate channels of narcotic drugs as a basis for determining 
the normal medicinal and scientific requirements, and what official 
and unofficial agencies may be expected to furnish this information. 
As a preliminary to the discussion of this particular subject, Colonel 
McLean had undertaken a brief and cursory survey of the Philadel- 
phia General Hospital at Philadelphia, Pa., which treats approxi- 
mately 20,000 patients each year. This cursory survey showed that 
during the year 1927 the per capita patient requirement was 1.85 
grains of morphine; in 1928, 1.5; and in 1929, 1.3. There has been 
& great increase in the amount of codeine used in the past several - 
years. In 1929 each patient of the 20,000 treated averaged 7.5 
grains of codeine. In 1928 the per capita was 6 grains of codeine. 
The survey with respect to the quantities of cocaine used indicated 
a per capita monthly requirement of 1 grain of cocaine. 


) 
l 
| 


October 3, 1930 2372 


Colonel McLean also analyzed a small tuberculosis hospital treating 
793 patients during the year 1929. The per capita requirement was 
one-eightieth of a grain of morphine each day, and each patient 
received one-tenth of a grain of codeine each day. Diversions to 
illegitimate channels in these two hospitals is practically negligible, 
and attention was called to the necessity of preventing diversions in 
hospital practice. In further discussion Colonel McLean pointed 
out that a proper supervision of records available to those engaged in 
administering both Federal and State narcotic laws should give 
information complete enough to arrive at a definite conclusion as to 
the amounts of narcotic drugs that are required in this country. 
An analysis of the quantities of narcotic drugs legally used in a 
representative group of hospitals might serve as a basis for computing 
the annual requirements concerning the medicinal needs, however. 
Studies and investigations as to the uses of these drugs and the needs 
of the practicing physician probably constitute a very difficult 
problem. They might be made, however, by studies of the records 
of prescriptions issued and the quantities of narcotic drugs dispensed 
by groups of physicians attached to the hospitals surveyed. 

Dr. A. C. Boylston, of the American Drug Manufacturers Asso- 
ciation, brought up the question as to whether such studies and 
investigations were to be perpetual in character, and pointed out that 
ideas of physicians respecting the prescribing of narcotic drugs were 
constantly changing and called attention to the decrease in the 
qu: ntity of morphine sold and a corresponding increase in the quan- 
tity of codeine sold. The increasing tendency to use codeine in lieu 
of morphine would affect materially the quantity of crude opium 
importations, because it requires approximately six times as much 
opium to provide a dose of codeine as it does to provide a dose of 
morphine. 

There then ensued some discussion as to the addiction properties 
of codeine, and it was the sense of the conference that,codeine in itself 
had either questionable or practically no addiction properties, and 
that probably it would be desirable to place as few restrictions as 
possible about its use. It was pointed out, however, that an indi- 
vidual having acquired tolerance to morphine may use codeine to 
satisfy addiction, although codeine would not be the drug of choice, 
a peculiar crossed tolerance being acquired. 

Dr. William C. Woodward, representing the American Medical 
Association, sounded a word of caution that the conference should 
not leave the impression that there was no such thing as a codeine 
addict. Such addicts have been observed by reputable and compe- 
tent physicians. The removal of restrictions from the use of codeine 
would render possible a traffic for illicit purposes. 
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In further discussion of the advisability of analyzing hospital records, 
Mr. S. L. Hilton, of the American Pharmaceutical Association, called 
attention to the necessity for control of narcotics in hospitals, and 
the desirability of their being under the supervision of one person 
and reported upon at regular intervals. Mr. Hilton, in discuss- 
ing the advisability of analyzing prescription records on file in phar- 
macies, with reference to the indispensable uses, ill-advised uses, and 
diversions from legitimate channels, of narcotic drugs as a basis for 
determining the normal and scientific requirements, and what official 
and unofficial agencies may be expected to furnish this information, 
pointed out that there were some 50,000 to 55,000 pharmacists in the 
United States and it would be a monumental task to analyze the pre- 
scriptions in their files. He thought it possible, however, that certain 
State organizations might be willing to assist in determining exactly 
what was being done by retail pharmacists. In general, Mr. Hil- 
ton was of the opinion that there should be some analysis of pre- 
scriptions on file in pharmacies, with special reference to where and 
for what purpose excessive amounts of drugs are being prescribed 
and dispensed. This representation assumed the flavor of a regu- 
latory function in an effort to stop illegitimate uses. 

Colonel McLean, of the American Hospital Association, in dis- 
cussing the question of analyzing pharmacists’ records, pointed out 
that they were required to make monthly reports by local and State 
narcotic laws, and that those charged with administering the State 
narcotic laws, particularly in Pennsylvania, make close checks upon 
the prescriptions on file. 

Dr. C. E. Terry reported some experiences resulting from the 
analysis of prescriptions on file, showing that a large number of drug 
addicts were being furnished supplies through the legal channels and 
that those who were border-line addicts were also receiving large 
quantities. He discussed some ill-advised uses of narcotic drugs, 
especially the placing of considerable quantities of morphine in the 
hands of inexperienced persons for self-medication, and the ill- 
advised combination of opium or its derivatives with other drugs 
and pointed out the danger of producing addiction through this ill- 
advised use. He thought that an analysis of pharmacists’ records 
and physicians’ and dispensing records was a most important matter, 
because of its possibilities in correcting the misuse of narcotic drugs 
by the medical profession. He pointed out, however, that any 
attempt seriously. to interfere with the legal prescribing of opium or 
its derivatives might result in very great and undue hardships, 
that the present day prescribing of these drugs represented medical 
custom, and that any corrective measures must, of necessity, involve 
the question of medical education. 
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Proceeding with the other items on the agenda, discussion of the 
questions “The advisability of analyzing the records of dispensing 
physicians with reference to the indispensable uses, the ill-advised 
uses, and diversions from legitimate channels, of narcotic drugs 
* * *” and “The advisability of analyzing the records of phar- 
macists and dispensing physicians with reference to the indispensable 
uses, ill-advised uses, and diversions from legitimate channels of the 
so-called exempt preparations containing narcotic drugs, and what 
official and unofficial agencies may be expected to furnish these 
data,’”’ was opened by Dr. William C. Woodward, of the American 
Medical Association. Doctor Woodward thought that there would 
be no special difficulty in checking up the prescription records of 
practicing physicians, but that there would be, in different parts of 
the country, a considerable variation in customs and practices as to 
the use of these drugs, and that a variable norm would be the theo- 
retical expectation. Because of this variability, he considered the 
problem a complicated one. He further pointed out that an analysis 
of methods of prescribing by physicians involves directly the activ- 
ities of the machinery engaged in administering the narcotic laws, 
and that this machinery must take into account the question of 
individual judgment of physicians on the one hand and willful vio- 
lation of the law, on the other hand. 

Asst. Surg. Gen. R. C. Williams, of the United States Public 
Health Service, opened the discussion upon the advisability of utiliz- 
ing morbidity and mortality reports and statistics as a basis for esti- 
mating the sickness expectancy rate for various types of illnesses and 
utilizing such data for arriving at the amount of narcotic drugs re- 
quired for medicinal purposes. He called attention to the survey con- 
ducted by the Public Health Service of the sickness incidence in 
Washington County, Md., and of the sickness incidence of New 
York State, and stated that data of this sort might be utilized in 
computing the expectancy of narcotic drug needs, and that such 
data might be used in helping to determine the requirements of 
narcotic drugs to meet emergency needs incident to epidemics. 

The next question on the agenda was “The advisability of under- 
taking an educational program on the indispensable uses of narcotic 
drugs and what official and unofficial agencies may be expected to 
contribute to such a program,” and Dr. William Charles White, chair- 
man of the drug committee of the National Research Council, was 
asked to comment upon this phase of the subject. . In his discussion 
Doctor White drew a parallel to the educational campaigns that have 
been carried on, not only with reference to the drug-addiction situa- 
tion, but with reference to tuberculosis, cancer, syphilis, and alcohol, 
without seeking a wider and broader program of prevention. He 
called attention to the work of the drug committee of the National 
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Research Council, which was faced with the problem of education 
and has come to the conclusion that the proper unit of education was 
through the physician and his clientele, and that any educational 
program to be effective must be carried on through the physician, 
out of which could grow the education of the public. Such an edu- 
cation must necessarily be in the hands of physicians. It appeared 
desirable to obtain a composite and authoritative cross-section opinion 
of the desirable uses of these drugs in the practice of medicine and 
in the treatment of specific types of illnesses. To meet such a need 
and to evolve informative memoranda which might be placed in 
the hands of practicing physicians, it was proposed that the coopera- 
tion of the American Medical Association, through its Council of 
Pharmacy and Chemistry, the drug committee of the National 
Research Council, the United States Public Health Service, and a 
group of representative members of the professions, be enlisted for 
the preparation of such memoranda. Progress has already been 
made in this direction through the Journal of the American Medical 
Association, which has accepted the task of revising articles written 
by individuals and passed upon by these various organizations which 
will be, eventually, available for utilization by the practicing physi- 
cian and ultimately reflect itself in his clientele. 

Further discussion indicated the desirability of replacing the present 
legitimate use of derivatives of opium and its preparations by some 
substance which might be expected to possess the physiological action 
of opium less its addiction properties. Such a situation has already 
developed in the medical and dental professions with reference to 
cocaine. 

Dr. Mark Finley, representing the American Dental Association, 
emphasized the decreasing quantities of cocaine used by the dental 
profession and the desire of the American Dental Association to 
cooperate in every way possible to prevent the diversion of narcotic 
drugs from legitimate channels. 

The comments of Mr. Robert P. Fischelis, representing the Amer- 
ican Medical Editors’ and Authors’ Association, who is also secretary 
of the Board of Pharmacy of the State of New Jersey, called attention 
to the possibilities and the dangers of addiction to habit-forming drugs 
being caused through the use of so-called exempt preparations and 
to the work of the Board of Pharmacy of New Jersey in the matter 
of restricting the number of dealers in these exempt preparations. 
He mentioned also the cooperation obtained through those charged 
with the enforcement of the Federal narcotic laws. He pointed out, 
however, the necessity for an educational campaign for better control 
of the exempt preparations. 

Prof. E. G. Eberle, editor of the American Pharmaceutical Journal, 
thought that the Pharmaceutical Association of Secretaries and the 
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law-enforcement officials having to do with pharmaceutical matters 
might be interested in an educational program. 

Prof. Reid Hunt, of the Harvard Medical School, representing the 
National Research Council and the American Medical Association, 
called attention to the progress which has been made in the past 50 
years in the evolution of drugs which have sedative and pain-relieving 
qualities, and the possibilities of finding some substitute for opium 
or its derivatives. The possibilities of substituting other drugs for 
opium or its derivatives was emphasized by Dr. William C. Wood- 
ward, of the American Medical Association, and by Capt. W. H. Bell, 
of the Navy Department. 

Mr. Tennyson, of the Bureau of Menesiles: called attention to the 
desirability of carrying on an educational program in State and local 
jurisdictions with reference to the necessity for more uniform State 
laws and for carrying them into effect. These matters were further 
brought to the attention of the conference by provision of the act 
approved June 14, 1930, which authorizes the Treasury Department 
to cooperate with the several States in the suppression of the abuse 
of narcotic drugs in their respective jurisdictions. 

The Surgeon General evinced an interest in the question of develop- 
ing a substitute for opium or its derivatives, but pointed out that the 
evolution of such a synthetic, nonhabit-forming substitute was not 
germane to the questions before the conference. 

Dr. C. Willard Camalier, of the American Dental Association, 
ventured the opinion that it might be practical to circularize the 
several registrants as to the quantities of drugs used by them, but 
mentioned the fact that most of this information would be on file in 
the Bureau of Narcotics for analysis. 

Colonel McLean, representing the American Hospital Association, 
ventured the suggestion that the association might be requested to 
establish standards for the purpose of securing better control of nar- 
cotic drugs in all hospitals in the association. This was put in the 
form of a resolution recommending that more specific records be main- 
tained by hospitals seeking to control narcotic drugs. It was seconded 
by Prof. E. G. Eberle, of the American Pharmaceutical Association, 
and unanimously carried. 

The Surgeon General then called attention to a previous item 
appearing on the agenda concerning the advisability of analyzing 
prescription records on file in pharmacies, and Dr. C. E. Terry, of the 
committee on drug addictions, New- York City, believed, from his 
experience, that no other method could be as valuable for determin- 
ing the legitimate medical needs. At least it would determine the 
current medical uses, having no connection, of course, with whether 
such use be advised or ill advised. Such records, however, are those 
required for the control of narcotic drugs by Federal narcotic laws, 
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and only by an analysis and study of these records could one be 
expected to determine the quantities of these drugs needed. Doctor 
Terry offered a motion that the Public Health Service study the 
records, not only of pharmacists but of dispensing physicians, and 
that such a study should have for its object a determination of the 
present advised and ill-advised uses of opium and cocaine with the 
end in view of using this data as a basis for better medical education 
in the uses of these drugs. 

Dr. E. F. Kelly, of the American Pharmaceutical Association, 
tendered the cooperation of that organization in any study of the 
records of pharmacists that the Public Health Service might wish to 
undertake. He called attention to the long record of the American 
Pharmaceutical Association, which has advocated since 1852 the 
drastic control of dangerous drugs. He referred to his discussion of 
the morning, however, when an opinion was expressed that the 
records which are available to those administering the Federal 
narcotic laws are probably all sufficient for purposes of analysis. 
He stated that such records may be supplemented through that 
particular channel, but that the Public Health Service was the proper 
agency for giving appropriate advice, and that the American Phar- 
maceutical Association tenders its offer of support. 

Dr. William C. Woodward, of the American Medical Association, 
called attention to the fact that, while he was a member of the com- 
mittee appointed by the American Medical Association to attend the 
conference, he had no authority to represent the views of that associa- 
tion, since the by-laws and constitution provided that the policies of 
the association could be made only by the house of delegates or, in 
the absence of the house of delegates, by the board of trustees. 
He said, however, that the Public Health Service could count upon 
his cooperation and the cooperation of the several groups represented 
at the conference. He suggested the appointment of one representa- 
tive of each of the organizations present to study further the outcome 
of the conference. 

Dr. William Charles White offered a resolution, as expressing the 
sense of the conference, that the United States Congress should 
provide funds for carrying out the functions of the agencies of the 
Government concerned with the problem under discussion. Mr. 
Carson P. Frailey seconded the resolution on behalf of the American 
Drug Manufacturers Association, but the Surgeon General expressed 
the belief that, when the question was placed before responsible 
officers of the Government and the Bureau of the Budget, sufficient 
funds would be made available for carrying on the functions. He 
expressed some embarrassment, as chairman, in putting a motion 
of this particular kind. Doctor White, therefore, asked that he be 
permitted to request a vote upon the resolution. This permission 
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was granted, and the resolution was unanimously agreed upon by the 
conference. 

In closing the conference the Surgeon General expressed his per- 
sonal appreciation, and the appreciation of those associated with 
him, for attendance at the conference and for the interest shown in 
the particular subject under discussion; and he expressed the hope that 
a smaller group, representing the several organizations present, might 
be assembled to discuss ways and means of carrying out what seemed 
to have been the general sense and tenor of the deliberations. 


THE TRAINING OF HEALTH OFFICERS ' 


By Joserpn W. Mountin, Surgeon, United States Public Health Service, Tennessee 
State Department of Health, Nashville, Tenn. 


INTRODUCTION 


This paper is intended to cover very briefly certain aspects of the 
training of medical graduates for positions as local health officers. 
Although it is developed from a background of experience in county 
health work, it is felt that the principles and plan herein suggested 
may have more general application. This plan contemplates the 
setting up of a state-wide program embracing the establishment of 
educational standards, providing facilities for training, and enforcing 
certain requirements. What the content of the course should be is 
fairly obvious and has received considerable attention in discussions 
of this subject, but the administrative relationships are not so clear 
cut and seem to have been given little thought. The necessity of 
having trained health officers should be self-evident; yet, judging from 
experience in the field of public education, progress toward this end 
will be slow unless some State agency in administrative charge accepts 
the responsibility for its promotion and enforcement. 


ORGANIZATION AND ADMINISTRATION 


Theoretically, professional standards might be enforced by a sys- 
tem of licensing. Such a plan, however, is not likely to be productive 
of the best results until these standards are more clearly defined 
and apply to the higher as well as the lower positions in the State. 
The tendency at the present time seems to be away from licensing 
and toward basing the salary scale on qualifications. The latter 
method may be incorporated in the system of State aid. Irrespec- 
tive of which plan is followed, if it is to succeed on a state-wide basis 
it must be administered by some central agency. The State health 
department seems to be the logical agency, and may serve four 


1 Read before the health officers’ section of the American Public Health Association at the eighth 
annual meeting held at Minneapolis on October 3, 1929, ° 7” 
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very necessary functions: (1) Develop an appreciation of the need for 
professional training; (2) assist in making arrangements for training; 
(3) provide facilities for field experience; and (4) insure the observ- 
ance of professional standards. An appreciation of the need for pro- 
fessional training must be developed in the minds of both the workers 
and the employing agency. The workers must be made to feel a 
desire for professional advancement, and the employing agents must 
understand that they can not expect efficient service from persons 
who are not prepared for the positions. The State health depart- 
ment may assist in creating and organizing facilities for training, 
but more especially it should lend its aid in bringing about the use 
of training facilities. This may be accomplished by a system of 
licensing, or, better, by specifying qualifications of personnel in its 
plan of financial subsidy to local health organizations. Within cer- 
tain limitations, this plan of subsidy might well be extended to incleds 


aid on a program for training the health officers. 
BASIC TRAINING 


In the main, four methods of training have been tried: (1) Experi- 
ence, (2) training stations, (3) academic courses of varying duration, 
and (4) a combination or modification of the foregoing methods. 

Experience.—Under this plan a physician becomes a health officer 
by being appointed to such a position. His future professional de- 
velopment is determined by his own efforts in a rather restricted 
environment. Certain States, while still pursuing this plan, have 
attempted to meet its well-known defects through consultation 
service from the central office. 

Training station—The general plan in developing a training sta- 
tion is to select a local health department in which high-grade health 
work is being performed. The trainee is thus afforded an opportun- 
ity to gain his experience rapidly under the supervision of the duly 
appointed and qualified health officer. It soon became apparent to 
most directors of training stations that the men coming for training 
were not profiting as they should. There seemed to be two causes: 
(1) The trainees did not have sufficient basic knowledge of the sub- 
ject, and (2) the local health department could not absorb more than 
a few trainees without seriously interfering with its regular duties. 
As a consequence, training stations were forced to take on the added 
duty of instruction in fundamentals and were compelled to limit the 
number of trainees or increase the staff beyond the number required 
for the performance of the regular work of the department. 

Academic courses—For many years courses in public health of 
various types have been given under different auspices. They range 
from the so-called institute of a few days’ duration to the full course 
leading to a degree of doctor of public health. Something more than 
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brief attendance at a health institute is necessary to prepare ‘a person 
for a career in public health. On the other hand, it has not been 
possible as a general rule to induce doctors of public health to accept 
positions as directors of public health units in any but the more 
populous and wealthy counties. 

Present needs.—Each of the foregoing methods has its merits as 
well as its weaknesses. The purely practical courses are deficient in 
that persons with little or no basic training have difficulty in acquir- 
ing experience in a short period of time. In the more formal courses 
there is a tendency to stress abstract sciences and neglect practice. 
What is needed is a plan of instruction which will combine the 
resources of teaching institutions and the facilities of administrative 
health agencies, and in which the fundamental sciences will be woven 
into a course which is essentially practical in character. 

The question of auspices is one of importance. Most public health 
institutes and training stations are conducted by administrative health 
agencies. There is a growing tendency for health departments to 
attempt the training of employees by this method. If this practice 
continues, present academic standards will break down, and the back- 
door entrance to public health will be tacitly accepted on a respect- 
able basis. If educational institutions are to retain their rightful 
positions in the training of health officers, they must recognize the 
practical needs of administrative health organizations and make the 
necessary adjustments. On the other hand, administrative health 
organizations must develop a proper attitude toward scholastic 
standards and correct methods of instruction required bv teaching 
institutions of recognized standing. 


TENNESSEE PLAN 


An experiment in training of health officers was begun in Tennessee 
in the spring of 1928. The course is organized in the department of 
preventive medicine of Vanderbilt University Medical School and is 
conducted jointly with the State department of health. In this 
manner the resources of a teaching institution are coordinated with 
a health department. The course occupies a period of 12 weeks. 
The first six weeks are devoted to the fundamental subjects and the 
last six weeks are spent in a county health department. The intra- 
mural instruction is conducted in the nature of round-table discus- 
sions and observation of methods pursued in the clinics and the divi- 
sions of the State department of health. During the period spent in 
a county the trainees actually enter into the routine work of the 
county health department. In doing so they follow a definite sched- 
ule, keep accurate notes, and periodically meet in conferences for the 
purpose of discussing the several activities. 
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A definite attempt is made to appraise the ability of the student 
by his performance in the field and the reactions he manifests at 
seminars which are held at intervals during the period of training. 
Throughout the course the trainee is made to feel that he has 
joined an organization and is learning the business. On the other 
hand, however, he is constantly aware of the fact that he is in 
training for a definite purpose. His record determines whether he 
will be employed and the type of position to which he will be ap- 
pointed. The completion of this course or evidence of equivalent 
instruction and experience is a requirement of the State department 
of health for employment as director of a county health depart- 
ment in Tennessee. 

Results—Two classes of six members each have been organized. 
Two trainees resigned during the course, and one was dismissed 
because of lack of adaptability; nine completed the course. Eight of 
these are now employed in Tennessee. Their performance has been 
far above the average, and it seems reasonable to attribute their 
success in part at least to the training received under this plan. It is 
the intention of the department to begin another course in October 
of this year. 

CONSULTATION SERVICE 


No plan of training, unless it be prolonged unduly, will equip a 
health officer for every job he is called upon to perform. It is neces- 
sary for the State health department to maintain a staff of specialists 
in public health, such as sanitary engineers, statisticians, child 
hygienists, epidemiologists, etc., whose services will be available to 
the local health officer. While the primary function of these special- 
ists is to assist the local health officer with his problems, this contact 
affords an excellent opportunity for the health officer to obtain expert 
instruction on the problems which are of special concern to him. In 
this manner, too, the State health department will be able to increase 
the usefulness of the local health officer to the community, and 
thereby place in the local department of health the responsibility for 
the solution of local problems. 


SUBSEQUENT INSTRUCTION 


In the smaller health organizations the motivating influence is 
very largely centered in the health officer, and, as a consequence, 
the program tends to become stereotyped and stale unless the health 
officer is afforded an opportunity to return periodically and learn of . 
advances in science and improvements in practice. Such courses 
should be provided and should vary both in length and subject 
11775°—30——2 
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matter in order to meet the needs of the health officer. However, 
they should be correlated in such a manner that when pieced together 
they embrace a comprehensive plan of instruction. When academic 
standards become such as to meet the requirements of the more 
formal and extensive courses, credit or some other recognition may 
be arranged. 

EXTENDED COURSES 


Encouragement should be given to persons seeking detailed infor- 
mation on special subjects, and to others who may wish to acquire a 
broad grasp of the whole field of public health. Persons desiring these 
types of instruction should enter the well-organized schools of hygiene 
or the research institutions, since training of this character is not 
contemplated in the plan outlined above except in so far as the 
State health department may assist State and local workers in avail- 
ing themselves of such facilities. ~ 


SUMMARY 


The administrative health officer should be trained for his work. 
This training should cover fundamentals and should afford an 
opportunity to acquire experience in the practical conduct of the 
work of a health department. A course of this type will necessitate 
a close coordination of a teaching institution and an administrative 
health organization. However, such training facilities are not likely 
to be used extensively unless a system is perfected which will provide 
means whereby training can be made readily available, and unless 
there be some provision for making training a qualification for em- 
ployment and advancement. The State health department seems 
to be the agency best able to sponsor a plan of training; however, 
the actual teaching should be under the management of an educational 
institution such as a department of preventive medicine in a medical 
school or a school of hygiene. The local health agencies should 
cooperate, particularly for the purpose of making available their 
facilities for acquiring experience in practical public-health adminis- 
tration. An approach to the whole subject of training on a compre- 
hensive basis was begun in Tennessee during the spring of 1928 under 
the joint auspices of the department of preventive medicine of 
Vanderbilt Medical School and the Tennessee State Department of 
Public Health. Experience up to the present time indicates that it 
will be successful in Tennessee. It should be possible to adopt this 
plan or certain modifications of it in any State if the State health 
department participates in local health service and can affiliate 
with a teaching institution which is in position to assume responsi- 
bility for the administration of the course as well as a major part of 
the actual teaching. 
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A NOTE ON THE “ZONE PHENOMENON” IN HUMAN SERA 
A COMPARISON OF ANTITULARENSE WITH ANTIABORTUS SERA 
By R. R. Spencer, Surgeon, United States Public Health Service 


During a period of 18 months (November, 1928, to May, 1930) 
the National Institute of Health (formerly Hygienic Laboratory) has 
received 2,000 samples of human sera from various sections of the 
United States for diagnosis of undulant fever or tularaemia. There 
were 1,369 samples with a request for testing against B. abortus or 
B. melitensis, and 831 requests for testing against B. tularense. 
Many physicians requested that their samples be run against the 
antigens of both diseases. Therefore, as a routine procedure, and 
regardless of the specific request, each sample was tested for agglu- 
tinins against both B. abortus and B. tularense. 


TECHNIQUE 


The macroscopic agglutination test was employed throughout 
with a total volume of 1 ¢. c. in each tube of the dilution series. The 
turbidity of all antigens in the final dilutions was equivalent to a silica 
standard of 250. The symbol “4” represents 75 to 100 per cent 
agglutination; “‘3”’ represents 50 to 75 per cent agglutination; ‘“‘2” 
represents 25 to 50 per cent agglutination; ‘‘1” represents 1 to 25 
per cent agglutination; and “0” represents no agglutination. All 
tubes were incubated two hours at 37° C. and placed in the ice box for 
i8 hours before a reading was made. 

We have not considered a serum as being positive or diagnostic 
unless the tubes containing a dilution of 1:80, or higher, showed 
definite flocculation. 

RESULTS OF TESTS 


Of the 2,000 human sera, 329 were positive against B. tularense. 
Sixty-five of these, or 19.7 per cent, showed a definite inhibition zone 
in one or more tubes. (Table 1.) 

Of the 179 positive abortus sera, 54, or 30.1 per cent, showed a zone 
of inhibition. (Table 2.) 
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zoning up to and including the 1 : 160 dilution; 6 showed zoning up 
to the 1 : 80 dilution; 19 showed it up to the 1 : 40 dilution; and 41 
up to the 1:20 dilution. In contrast with this it may be seen that 
in the antitularense series no zoning occurred as far as the 1 : 160 or 
the 1:80 dilution, and only 7 showed zoning in a dilution of 1 : 40 
and 16 in a dilution of 1 : 20. 


TaBLE 2.—The zone of inhibition as shown by 54 antiaborius human sera from 
a total of 181 positive sera 
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COMMENT 


We have no explanation for the fact that the antiabortus series 
gave more and wider zones of inhibition, but these results suggest 
that there is a qualitative difference in the behavior of agglutinins 
induced by different antigens. 
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CURRENT PREVALENCE OF COMMUNICABLE DISEASES IN 
THE UNITED STATES ' 


August 10—-September 6, 1930 


The prevalence of certain important communicable diseases, as 
indicated by weekly telegraphic reports from State health depart- 
ments to the Public Health Service, is summarized below. The 
underlying statistical data are published weekly in the Public Health 
Reports under the section entitled “Prevalence of Disease.” 

Poliomyelitis —During the current 4-week period, 1,269 cases of 
poliomyelitis were reported, as compared with 838 during the pre- 
ceding four weeks and 410 for the same period last year. Stated 
otherwise, the current incidence is a little greater than three times 
the incidence for the corresponding period of last year. During the 
preceding period of this year, the incidence was slightly less than 
three times the incidence of thé corresponding period of last year. 
Judged by this criterion, and it is to be emphasized that there are 
other standards of measuring epidemicity, the epidemic wave has 
risen slightly when allowance has been made for the expected 
seasonal rise. 

An examination of specific regions shows that the picture varied 
widely from region to region. In the Mountain and Pacific groups 
of States, the incidence declined in the last two 4-week periods from 
330 reported cases to 259; in the South Central groups (lower Mis- 
sissippi Valley) the decline was from 190 reported cases to 141. The 
remaining groups, on the other hand, showed increases as follows: 
The North Atlantic group rose from 134 reported cases to 358; the 
East North Central (Great Lakes) group from 37 to 118; the West 
North Central group from 121 to 358; and the South Atlantic group 
from 29 to 35. 

September or October seems normally to have the seasonal peak 
of the poliomyelitis incidence; and with the two sections already on 
the down grade it is perhaps reasonable to hope that a decline will 
soon be under way in most of the other sections of the country. 

Meningococcus meningitis —The reported incidence of meningo- 
coccus meningitis for the period under report was 333 cases, as com- 
pared with 321 for the preceding period. The incidence is below 
that of the corresponding period of 1929, when the reported cases 
numbered 374. 

Scarlet fever —The incidence of scarlet fever was somewhat below 
the average; the reported cases numbered 2,501, as against 2,895 for 
the same period last year. 


1 From the Office of Statistical Investigations, United States Public Health Service, The numbers of 
States reporting for the various diseases are as follows: Typhoid fever, 41; poliomyelitis, 43; meningococcus 
meningitis, 42; smallpox, 42; measles, 38; diphtheria, 42; scarlet fever, 41; influenza, 31. 
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Smallpox.—During the spring smallpox ran considerably ahead of 
the average for the period during recent years, but it declined sharply 
during the warm weather. Duringthe current 4-week period 520 cases 
were reported as against 570 for the same period last year, and 459 
the year before. 

Measles.—The current incidence of a was relatively low, 2,016 
cases being reported during the four weeks under consideration, which 
was slightly below the figures for the corresponding period during each 
of the last two years. 

Influenza.—Influenza continued on its recent low level, with 365 
cases reported. This is about one-fifth less than the 1929 figure for 
the period, and hardly one-fourth of the incidence for that period in 
1928. 

Diphtheria.—The incidence of diphtheria continues to be the lowest 
on record. The reported cases number 2,353, as against 3,260 for the 
same period last year. 

Typhoid fever —During the months waiting June of this year, the 
typhoid fever incidence had been at record low levels. During the 
last two 4-week periods, however, the reported incidence rose, being 
2,928 cases and 3,357 cases, respectively, as against 2,630 and 2,684 
cases for the corresponding periods last year. 

Mortality, all causes.—According to data from the Health Index of 
the Bureau of the Census the mortality from all causes during the 
current period was 10 per thousand population—annual basis. Last 
year the rate was slightly higher, averaging 10.8. 


DEATH RATES IN A GROUP OF INSURED PERSONS 
Rates for Principal Causes of Death for July, 1930 


The accompanying table, taken from the Statistical Bulletin for 
August, 1930, issued by the Metropolitan Life Insurance Co., presents 
the mortality record of the industrial insurance department of the 
company for July, 1930, as compared with that for the preceding 
month and for the corresponding month of last year: It also gives 
the cumulative rates for the period January-July for the years 1930 
and 1929. These rates are based on a strength of approximately 
19,000,000 insured persons in the United States and Canada. 

The Bulletin states: 

Although the July death rate among American and Canadian wage-earners 
and their families was a little above the average for that month, the cumulative 
mortality rate for the seven elapsed months of 1930 showed a marked reduction 
as compared with last year. For policyholders living west of the Rocky Moun- 
tains, the July death rate was 6 per thousand, as compared with 6.8 last year; in 
the rest of the United States, the 1930 figure was 8.6, as compared with 8.5, 
and in Canada, 8.2 against 7.8. In all sections of both countries the cumulative 
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e 
death rate for the January-July period was well below that for the like part of 
last year. 

In spite of the slight setback in July, there is still excellent prospect that the 
completed year 1930 will register the lowest death rate of all time, not only among 
the wage-earning populations of the United States and Canada, but among the 
population at large. There has been no widespread prevalence of any infectious 
or contagious disease; and all of the diseases which are the more sensitive indices 
of the state of the public health are recording death rates well below the average. 
The cumulative mortality for the group of four principal epidemic diseases of 
childhood, for example, is only 18.7 per 100,000, as compared with 23.3 for the 
like period of 1929. This marks a decline of 20 per cent in a single year. Only 
eight years ago (at this time of the year) the death rate for diphtheria alone was 
about the same as the combined rates, in 1930, for diphtheria, measles, scarlet 
fever and whooping cough. The diphtheria death rate for the January—July 
period (6.7 per hundred thousand) marks a reduction of 28 per cent from that 
for the like period of 1929. 

The 1930 mortality record for tuberculosis becomes more and more favorable. 
The reduction in the death rate for all forms of tuberculous disease, up to the end 
of July, was 9.1 per cent; for tuberculosis of the respiratory system alone, it was 
10.9 per cent. Last year we were not able to announce until December the cer- 
tainty that the 1929 mortality rate for tuberculosis would be the lowest ever 
recorded up to that time in the United States. This year the gain has been so 
much more pronounced that, on the basis of only seven months’ data, it has 
become a certainty that 1930 will register a new minimum for tuberculosis; 
and there is a strong probability that the largest year-to-year drop of all time 
will be accomplished. 

There are still other noteworthy items in the health record of 1930. The 
influenza death rate is approximately 30 per cent of last year’s figure, and that 
for pneumonia has dropped sharply. The mortality from the principal “degen- 
erative’’ conditions has declined; deaths from diabetes, which have been increasing 
persistently in recent years, have been less numerous in 1930. Even the cancer 
death rate is running slightly below that for 1929, after showing an almost 
unbroken rise over a long period of years. The mortality rate for diseases inci- 
dental to pregnancy and childbirth is 12.4 per cent below the figure for the cor- 
responding part of 1929. A new low point for these diseases will be reached in 
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Death rates (annual basis) per 100,000 for principal causes of death, July, 1930 
[Industrial department, Metropolitan Life Insurance Co.]} 


Rate per 100,000 lives exposed* 
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*All figures in this table include insured infants under 1 year of age. The rates for 1930 are sub 
slight correction, as they are based on provisional estimates of lives exposed to risk. 
tRate not comparable with that for 1930. 


COURT DECISION RELATING TO PUBLIC HEALTH 


Establishment of tuberculosis hospitals in towns.—(New York Su- 
preme Court, Appellate Division; Jewish Consumptives’ Relief Soc. 
v. Town of Woodbury et al., 243 N. Y. S. 686; decided June 23, 1930.) 
Under the public health law it was necessary, when & person, associa- 
tion, corporation, or municipality proposed to establish a tuberculosis 
hospital in a town, to file with the State health commissioner a petition 
containing certain prescribed information and requesting a hearing. 
The commissioner and the local health officer were constituted a 
board to approve or disapprove the establishment of such hospital 
and the location thereof. In the event of a disagreement, provision 
was made for referring the matter to another board consisting of 
three designated State officials. 

The plaintiff corporation sought to establish a tuberculosis hospital 
in the town of Woodbury. The State health commissioner and the 
local health officer, acting as a board as provided by statute, disagreed. 
The matter was referred to the other board provided for such a con- 
tingency, and said board approved the plaintifl’s petition and granted 
permission for the establishment of a tuberculosis hospital on the 
site described, but upon the condition that said permission should 
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not be effective if the establishment of the hospital on such site was 
prohibited by any statute of the State or valid town ordinance. 

Other portions of the public health law declared that tuberculosis 
was an infectious and communicable disease, dangerous to the public 
health, and imposed requirements as to reports of cases, sputum 
examination, disinfection, etc. 

Certain sections of the town law authorized towns to adopt 
zoning ordinances, the law stating that the power given was 
“For the purpose of promoting the health, safety, morals, or the 
genera! welfare of the community.” The law provided for districts, 
and within such districts the town could regulate and restrict the 
erection, construction, reconstruction, alteration, or use of buildings, 
structures, or land. Neither in that part of the town law dealing 
with zoning nor in any other part of the town law were hospitals 
referred to. Under the town law a town had power to provide 
ordinances of various kinds, including ordinances for the protection 
of property, the preservation of peace and good order, the preserva- 
tion of health, ete. 

The town of Woodbury adopted a zoning ordinance, one section of 
which read as follows: 

No hospitals or sanatoria for the treatment of either contagious or nonconta- 
gious diseases, dispensaries or correctional institutions shall be established, built, 
or maintained in either district No. 1 or district No. 2 or district No. 3 or district 
No. 4, and no hospitals for the treatment of contagious diseases or tuberculosis 
shall be established, built, or maintained in district No. 5. 

The plaintiff’s property was in districts Nos. 1 and 5. The use in 
district No. 1 was limited to residences, while the use in district No. 5 
was not limited except as shown by the above-quoted section of the 
ordinance. 

The plaintiff brought suit to enjoin the enforcement of the zoning 
ordinance. The trial court dismissed the complaint and plaintiff 
appealed. The appellate court stated the question thus: 

Does the town zoning statute override the public health law provisions in whole 
or in part? The State has declared that tuberculosis institutions may be estab- 
lished in towns. Do the zoning laws permit the town to prohibit that which the 
public health law permits? The State has declared a policy by virtue of the 
public health law. Have the zoning laws worked a repeal thereof so far as towns 
are concerned? 

The judgment of the trial court was reversed by the appellate court, 
which directed judgment for the plaintiff for the relief demanded. 
In the course of its opinion, the court said: 

* * * The towns of the State of New York have only such powers as are 
conferred by statute. [Case cited.] The authority of a municipality to abrogate 
State law is never implied or inferred. It is only derived from express grant, 


never from a general grant of power. A State policy may not be ignored by a 
municipality unless it is specifically empowered so to do in terms clear and explicit. 


ti 
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[Citations.] The power to adopt zoning regulations under article 17—C of the 
town law is a general grant of power for the purpose of promoting the health, 
safety, and morals or the general welfare of the community, and permitting 
ordinances to regulate and restrict, among other things, the location and use of 
buildings, structures, and land for trade, industry, residence, or other purposes. 
It does not override the general law in so far as tuberculosis is concerned. A 
publie policy so clearly stated by the legislature may not be lightly thrust aside. 
Even if this power to restrict could be construed to cover a particular use which 
is authorized by general law, such construction will not be made in the absence 
of express words to that effect or in the use of language which clearly and unequiv- 
ocally shows an intent of the legislature to have it made. 

Upon this basis, the town of Woodbury had no authority by ordinance to pro- 
hibit an establishment for the care of those afflicted with tuberculosis. While 
this ordinance does not in terms so prohibit, that is the effect of it. * * * 

* * * Of course, if the State adopts a valid law upon a given subject, and 
the legislature sees fit to give the municipality a power to the contrary, the latter 
supersedes the former. This is not such a case, because the power to enact 
ordinances for the benefit of the public health, and these zoning regulations, can not 
be said to be in abrogation of the State’s policy as indicated by the public health 
law. It must be borne in mind that an ordinance has the same force as legisla- 
tion [ease cited], and it requires clear language in a city charter or in the act 
giving powers to a town indicative of an intent to repeal the general law, before 
such an intent will be inferred. * * * 


The court then considered the question as to whether the town, 
although it had no right to exclude tuberculosis hospitals, had the 
power to limit the places where such hospitals could be established, 
provided the zoning regulations were reasonable and for the welfare 
of the town. Answering this question, the court said: 


* * * However, in the face of the specific grant to State authorities under 
the public health law, it should not be held that the general grant under the town 
law is sufficient to give the town power to exclude such institutions from any part 
of the town. [Case cited.] The towns had no such power immediately before 
the town zoning statute was enacted. In the absence of clear expression of intent 
on the part of the legislature so to do, it should not be held that the public health 
law was even to this extent repealed or modified. * * * 


DEATHS DURING WEEK ENDED SEPTEMBER 13, 1930 


Summary of information received by telegraph from industrial insurance companies 
for the week ended September 13, 1930, and corresponding week of 1929. (From 
the Weekly Health Index, issued by the Bureau of the Census, Department of 


Con:merce) 


Week ended Correspond- 
Sept. 13, 1930 ing week, 1929 


75, 388, 681 74, 676, 551 
12, 760 12, 725 
Death claims per 1,000 policies in force, annual rate 8.8 8.9 


1s 
is 
n 
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Deaths ' from all causes in certain large cities of the United States during the week 
ended September 13, 1930, infant mortality, annual death rate, and comparison 
with corresponding week of 1929. (From the Weekly Health Index, issued by the 
Bureau of the Census, Department of Commerce) 


he rates published in this summary are based upon mid-year population estimates derived from the 1930 

——_ he rates are not exactly comparable with similar rates published in the Public Health Reports 
earlier —} the issue of August 22, 1930, which were based upon estimates made before the 1930 census 
was taken 


Correspond Death rate ? fi 
Week ended Sept. 13, 1930 week 1900" | ‘Bret 37 weeks" 


Infant 
mor- | Death 


55 


65 
21 


72 
63 


BESTE 


- 


8. 
1. 
7. 
9. 
8. 
8. 
4. 
8. 
0. 
8. 


SES 


Borer Sss 


Colored 
Grand Rapids-_-- 
Houst: 


= 


Bes! pap 


to 


Footnotes at end of table. 


City Deaths 
Total | Death und 
er 1930 | 1929 
deaths | rate 1 year 
Total (78 cities)................| 6,451 9.7 || 12.2 13.0 * } 
i 27 5.5 | 9.1 ll 8.0 9.6 
23 9.4 16.5 8} 1.1 16.5 } 
67 13.0 19.7 17 16.2 16.3 
41 +4 (®) 8 ® 
154 10.0 10.3 19 14.2 15.0 
SS SEE EE 37 7.4 11.6 10 14.0 16.7 
5 17| 14.2 15.6 
24 0 5 11.3 12.5 
126 8 13.2 14.4 
17 2| 118 12.9 
22 8 14.0 14.8 
567 | 60 10.5 11.5 
155 7 11.3 12.9 
57 5 15.9 15.2 
42 6 11.8 11.9 
45 5 10. 6 11.6 
81 7 15.0 15.1 
31 2 12.0 1.9 
233 45 9.5 11.5 
17 | 2 11.4 12.7 
21 12.2 14.3 
SITE: 34 12.9 
62 IL1 124 13.0 
85 12.1 90 10.3 14.9 15.0 
44 7.3 52 9.3 1L5 12.8 
Kansas City, Kans................... 27 1L.5 70 5.6 11.6 13.6 
2; ® Oo; ® (*) ® 
Kansas City, Mo. ......-............ 105 13.9 92 11.6 13.7 14.3 
32 15.7 18.1 14.1 14.0 
Los 232 63 9.0 11.2 11.6 
67 ILS lll 9.5 13.9 15.3 
20 (*) 265 () (6) (®) ir 
7 8.7 56 10.2 10.7 11.6 3s 
18.3 141 19.4 17.8 19.6 
38} 101 (0) (®) 
87 7.9 39 &8 9.9 11.3 
90 10.1 | 46 &8 10.8 1L1 
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Deaths ! from all causes in certain large cities of the United States during the week 
ended September 18, 1980, infant mortality, annual death rate, and comparison 
with corresponding week of 1929. (From the ve Health Index, issued by the 
Bureau of the Census, Department of Commerce) 


ontinued 


Correspondi Death rate ? for 
Week ended Sept. 13, 1930 week 1929 | first 37 weeks 


th Deaths Deaths 
under : under 
1 year 1 year 


Nashville. 


S 


Bronz 

Brooklyn Borough 

Manhattan Borough 

Queens Borough 

Richmond Borough 
Newark, N. J 
Oakland.......- 
Oklahoma City. 
Omaha...-.,- 
Paterson 
Philadelphia. 
Pittsburgh 
Portland, Oreg 
Providence 
Richmond 


WKS 


RS ge 


ima 

seo 


rer 


ee OK 


Rochester-. 
St. Louis 


— 


oS 


CH 


Salt Lake City 5. 
San Antonio... 
San Diego 

San Francisco 
Schenectady -.. 


— 


Somerville... 
Spokane 
Springfield, Mass 
Syracuse..... 
Tacoma... 
Toledo_. 
Trenton 
Washington, D. C 
White 
Colored. 
Waterbury_._. 
Wilmington, Del.” 
Worcester 
Yonkers... 
Youngstown. 


PREF 


=> 


noe ono 


1 Deaths of nonresidents are included. Stillbirths are excluded. 

“ae — represent annual rates per 1,000 popriation, as estimated for 1930 and 1929 by" the arith- 
metical method. 
ne under 1 year of age per 1,000 live births. Cities left blank are not in the registration area for 

irths. 

‘ Data for 73 cities. 

5 Deaths for week ended Friday. 

6 For the cities for which deaths are shown by color the colored population in 1920 constituted the follow- 
ing percentages of the total population: Atlanta, 31; Baltimore, 15; Birmingham, 39; Dallas, 15; Fort 
Worth, 14; Houston, 25; Indianapolis, 11; Kansas City, Kans., 14; Knoxville, 15; Louisville, 17; Memphis, 
38; Nashville, 30; New Orleans, 26; Richmond, 32; and Washington, D. C., 25. 

? Population Apr. 1, 1930; decreased 1920 to 1930; no estimate made. 


ek 
mn 
he 
330 
rts 
sus 
City 
or ‘0 Des 
=> 1930 | 1929 
) 42 14.9 0 4 12.7 19.4 
19 ® 2 (6) 
New Bedford ? . 18 8&3 .7 1 12.7 
Now 33 10.6 .6 1 13.1 13.6 
0 A, 125 14.2 . 6 4 17.8 18.0 
84 
10.5 
16.9 
7.8 
16.2 
13.1 
1.6 
10.9 
14.0 
13.7 
13.5 
15.1 
61 13.0 
51 1 15.0 
35 1 16.6 
| 43 1L.7 12.8 
- 17 12.5 13.2 
54 15.6 15.0 
41 14.6 15.4 
aa 164 13.3 13.4 
75 11.1 11.2 
15 9.9 9.4 
31 12.5 13.1 
25 12.3 13.0 
21 11.9 
- 30 17.4 
29 15.7 
3 96 15.7 
16 9.7 
0 
.6 
.3 
. 6 
.6 . 
. 6 
.3 


PREVALENCE OF DISEASE 


No health department, State or local, can effectively prevent or control disease without 
knowledge of when, where, and under what conditions cases are occurring 


UNITED STATES 


CURRENT WEEKLY STATE REPORTS 


These reports are preliminary, and the es are subject to change when later returns are recelved by 


Reports for Weeks Ended September 20, 1930, and September 21, 1929 


Cases of certain communicable diseases reported by telegraph by State health officers 
for weeks ended September 20, 1930, and September 21, 1929 


New States: 
Hampshire 


Vermont... 


middie States: 
New York. 
New Jersey _- a 
East Central States: 


SBF 


omar 


Missouri. 
North Dakota. 
South Dakota 
Nebraska. 
Kansas 


bw 


Virgin 
West "Virginia 
North Carolina 
South Carolina. 


COS Chews mats 


Floride 


1 New York City only. 


| 
M 
Pa 
Men 
Diphtheria Influenza Measles 
Division and State Week | Week | Week | Week | Week | Week | Week | Week 
ended | ended | ended | ended | ended | ended | ended | ended 
Sept. | Sept. | Sept. | Sept. | Sept. | Sept. | Sept. | Sept. 
20, 21, 20, 21, 20, 21, 20, 21, 
1930 1929 1930 1929 1930 1929 1930 1929 ads 
ode Island........... 
} € ar 18 3 i 0 M! 
78 15 16 
Es 
23 
17 22 We 
‘West North Central States: a 
South Atlantic States: 
7 14 2 3 
81 211 
| 18 39 ll 16 26 
Week ended Friday. 
(2394) 
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certain communicable diseases reported by telegraph by State health officers 
sige ended September 20, 1930, and September 21, 1929—Continue 


Division and State 


East South Central States: 
Kentucky 
Tennessee 
Alabama... 
Mississip 

West South Central States: 
Arkansas... 
Louisiana - 
Oklahoma 


Mountain States: 
Montana 


Hose 


Wyoming.-.-.. 
Colorado 
New Mexico. 
Arizona... 
Utah ?_... 
Pacific States: 
Washington 


corr 


California. 


Poliomyelitis Typhoid fever 


Division and State 


New England States: 
New Ham 
Vermont 
Massachusetts. 
Rhode Island.. 
Connecticut 
Middle Atlantic States: 
New York... 
New Jersey... 
Pennsylvania. 
East North Central States: 
Ohio... 
indiana 
Ilinois_- 
Michigan... 
Wisconsin 
West North Central States: 
Minnesota. 


a 


SES 


Conon! coo Ran TSB cow coceco 


Fak 


Missouri. 
North Dakota 
South Dakota. 
Nebraska... 
Kansas 
South Atlantic States: 


CIB W 


woe FonekSe BES 


oworo: ooo 


South Carolina 
Georgia... 
Florida... 


2 Week ended Friday. 
* Figures for 1930 are exclusive of Oklahoma City and Tulsa. 


Diphtheria | Influenza | Meases | 
Fe Week | Week | Week | Week | Week | Week | Week | Week 
ended | ended | ended | ended | ended | ended | ended | ended 
Sept. _ Sept. | Sept. | Sept. | Sept. | Sept. | Sept. 
20, ° 20, 21, 20, 21, 20, 2i, 
1930 1929 1930 1929 1930 19.9 1930 1929 
wikoktneee 26 63 4 7 5 5 
3 7 2 
18 24 1 
senheaineietl 19 48 7 20 1 
RAS SR ll 30 3 19 2 
4 6 2 
rs 1 7 5 23 3 
16 ll 10 41 32 
18 
ie Po Week | Week | Week | Week | Week | Week | Week | Week 
k ended | ended | ended | ended | ended | ended | ended | ended 
d Sept. | Sept. | Sept. | Sept. | Sept. | Sept. | Sept. | Sept. 
20, 21, 20, 21, 20, 21, 20, 21, 
1930 1929 1930 1929 1930 1929 1930 1929 
4 
28 
7 
4 
y 
3 
District of Columbia__...-...---- 4 
West 51 ‘ 
49 
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Cases of certain communicable diseases reported by telegraph by State health officers 
for weeks ended September 20, 1930, and September 21, 1929—-Continued 


Poliomyelitis Typhoid fever 


Week 
Division and State ended 


Sept. 


1930 


en SESS 


coco 
Bee BEER BESS 
RRER 


WOKEN 


2 Week ended Friday. 
§ Figures for 1930 are Y haive of Oklahoma City and Tulsa. 


SUMMARY OF MONTHLY REPORTS FROM STATES 
monthly by pam is published weekly and covers only those 


The follow pe 
States from wh eer Se the current wee 


Diph- 
_| theria 


Qa 


Conjunctivitis: 


Diarrhea and enteritis (under 2 years): 

Dysentery: 
Colorado. 
Tilinois- . 
Louisiana... 
Maryland- 
Minnesota 
Minnesota (amebic) - 


Week | Week | Week | Week | Week | Week | Week 
: ended | ended | ended | ended | ended | ended | ended 
Hl | Sept. | Sept. | Sept. | Sept. | Sept. | Sept. | Sept. 
20, 21, 20, 21, 20, 21, 20, 21, 
|_| 1929 1930 1929 1930 1929 1930 1929 
Ho 
West South Central States: Le: 
Le! 
Mountain States: 
Pacific States: Mi 
or 
Polio- 
Influ- | Ma- | Mea- | Pel- Scarlet | Small- |.) 7. 
State spina! mye- hoid 
ba. enza | laria | sles | lagra | Tid, | fever | pox i 
gitis 
August, 1930 Pa 
Colorado...........- 47 
4 
167 
Louisiana ..........- 153 
Maryland........... 240 
Minnesota -......... 27 
New York 113 
North Carolina 238 Pu 
1 199 
West 245 
Wisconsin... ........ 1 32 
Ra 
Anthrax: Cases 1 
1 | Diarrhea: 
Chicken pox: 


Su 


a 


8B cw Soo 


61 
2 
172 
6 
13 
243 
61 
140 


Paratyphoid fever: 
Idaho... 


Dlinois.. 


Louisiana. 


New York 


vo 


1 In New York City. 
11775°—30——3 


4 Exclusive of New York City. 


= S 
SRebes 


BEESE 


October 8, 1930 
ere Food poisoning: | Rabies in man: Cases 
German measles: 1 
= Septic sore throat: 
29 Scabies: 
Hookworm disease: Maryland 1 
Tetanus: 
15 Impetigo contagiosa: CE 8 
Lead poisoning: 
Lethargic encephalitis: Now 5 
6 
Mumps: 2 
7 Typhus fever: 
Werth 4 
Undulant fever: 
Maryland. 
| Ophthalmia neonatorum: 
id New 6 | Vincent's angina: 
13 Chile. . Maryland 
45 Illinois . 4 New 
32 Mow 3 
92 5 
Wear 2 
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GENERAL CURRENT SUMMARY AND WEEKLY REPORTS FROM CITIES 


The 97 cities reporting cases used in the following table are situated in all 
parts of the country and have an estimated aggregate population of more than 
$2,060,000. The estimated population of the 90 cities reporting deaths is more 
than 30,465,000. The estimated expectancy is based on the experience of the 
last nine years, excluding epidemics. 


Weeks ended September 13, 1930, and September 14, 1929 


Meningococcus meningitis: 
46 States 


97 cities 
Poliomyelitis: 
46 States 
Scarlet fever: 
46 States. 
97 cities. 
Smallpox: 
46 States. 
97 cities 
Typhoid fever: 
46 States. 
97 cities 


Deaths reported 
Influenza and pneumonia: 


90 cities. 


pox: 
90 cities. 


fe 
ur 
It 
th 
in 
ar 
ted bu 
Cases reported - 
Diphtheria: 
Measles: I 
14 
490 
314 327 379 
N 
134 
Ci 
N 
N 
Pe 
Es 
0! 
In 
* 
M 
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City reports for week ended September 18, 1980 


The ‘‘estimated expectancy” given for diphtheria, poliomyelitis, scarlet fever, smallpox, and typhoid 
fever is the result of an attempt to ascertain from previous occurrence the number of cases of the disease 
under consideration that may be expected to occur during a certain week in the absence of epidemics, 
It is based on reports to the Public Health Service during the past nine years. It is in most instances 
the median number of cases reported in the corresponding weeks of the preceding years. When the reports 
include several epidemics, or when for other reasons the median is unsatisfactory, the epidemic periods 
are excluded, and the estimated expectancy is the mean number of cases reported for the week during 
nonepidemic years. 

If the reports have not been received for the full nine years, data are used for as many years as possible, 
but no year earlier than 1921 is included. In obtaining the estimated expectancy, the figures are smoothed 
when necessary to avoid abrupt deviation from the usual trend. For some of the diseases given in the 
table the available data were not sufficient to make it practicable to compute the estimated expectancy. 


Division, State, and 
city 


NEW ENGLAND 


B 
Burlington....... 
Massachusetts: 
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SS CSO COS o 
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0 
0 
0 
0 
1 
3 
6 
0 
5 
0 
0 
0 
0 
1 
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Trenton... ....... 
ylvania: 
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wesc wBo 
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Ohio: 
Cincinnati. ......) 
Cleveland. 


of mean wana 
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©eoc 
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all 
han 
10ore 
the 
ated 
Diphtheria Influenza 
Chicken Measles, | Mumps, 
reported | estimated) Cases re-| Cases re-| Deaths | ported | ported re 
i expect- | ported | ported | reported 
ancy 
Maine: 
379 Portland. .......- 
New Hampshire: 
Concord . ........ 
10 Manchester...... 
Nashua. ......... 
Vermont: 
Fall River. ...... 
Springfield. ...... 
Worcester........ 
— Rhode Island: 
Pawtucket....... 
Providence_-..... 
Connecticut: 
Bridgeport......- 
New Haven...... 
MIDDLE ATLANTIC 
New York: 
New York......- 6 
Rochester_....... 
New Jersey: 
1 
Philadelphia..... 4 
Columbus........ 
ort Wayne...... 
Indianapolis__.._. 
South Bend...... 
Terre Haute__... 
Michigan: 
Grand 
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City reports for week ended September 13, 1930—Continued 


Influenza 


Cases re- 


i: 
Kansas City...) 
St. J 


St. 
North Dakota: 


© CO Cow Coco wae 

8 
co Boo wooo 


West Virginia: 
Char] 


oo oc ecco CO 

co we cco com 

ovo oo ooo oo orm o 


on oF CO © 


Tampa. ........./ 


Diphtheria 
Chicken Measles, | Mumps, | Pneu- 
ases| Cases, cases re- | cases re- 
reported |estimated| Cases re-| HM) Deaths | ported | ported reported 
expect- | ported | ported | reported 
ancy 
EAST NORTH CEN- ' 
TRaL—continued ] 
Wisconsin: 
2 0 | 0 0 2 0 
Madison -.......- 0 1 1 
4 7 0 2 3 
Racine_.........- 2 1 | eas 0 1 0 0 
Superior-.......- 0 1 0 0 0 0 
‘WEST NORTH CENTRAL 
Minnesota: 
St. 0 0 2 
port 0 
Waterloo........ 
M 1 
ae" 0 0 3 
SEES 0 1 0 
0 13 0 
South Dakota: 
Aberdeen -..... 
Nebraska: 
Omaha......... 0 2 1 
0 0 3 
0) 
Wichita_........ 0 0 2 Ic 
sourm asLaNnic ‘ 
Delaware: 
Wilmington... N 
altimore....... A 
Cumberland. 
Frederick Ui 
Diet Columb 
Virginia: 
Lynchburg. ...-.-.' 
Richmond......- 
Ww 
Wheeling. ....... 
North Carolina: Or 
Raleigh.......... 
Wilmington..._.. 
Winston-Salem... Ca 
South Carolina: 
Charleston_...... 
Columbia........ 
Georgia: 
Atlanta. ......... 
Brunswick_...... 
Florida: 
0 0 0 0 3 
0 0 0 0 0 
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City reports for week ended September 13, 1930—Continued 


Influenza 


Division, State, and 
city 


EAST SOUTH CENTRAL 


WEST SOUTH CENTRAL 


Arkansas: 
Fort Smith...... 
Little Rock 
Louisiana: 


Oklahoma: 
Tulsa 


OS SCO 
SCO 
coooco co 


0 1 
0 0 
0 0 
0 0 
0 0 
6 10 
0 0 
0 0 
1 1 
1 3 
0 0 


soo 
con & S&S 
SO 


w 


Rom co com 
4 oa wew 
@ou ow coo 
Onn 
sce ow 


Diphtheria 
Chicken Measles, | s, 
4 cases ro-| Casco re-| Dents | | deaths 
Tre es ad ases re- ases re- por 
od expect- | ported | ported | reported reported 
ancy 
Kentucky: 
Covington 0 0 _ | 0 1 0 0 
Tennessee: 
0 0 3 1 0 0 2 
Nashville. ....... 0 4 _ 0 0 0 1 
3 —— 1 4 1 0 0 0 0 
irmi 
0 pS Ee 0 1 | 2 0 0 1 
Montgomery....- 0 2 0 
1 
3 
2 0 1 
New Orleans..... 4 
— Shreveport....... 
Texas: : 
3 ae 0 4 
0 Fort Worth._.._- 0 1 
Galveston........ 4 4 
16 2 
0 San Antonio. 0 1 
MOUNTAIN 
Montana: 
Billings. -........ 1 
1 Great Falls... 0 
3 Missoula......... 0 
2 Idaho: 
Colorado: 
New Mexico: 
Albuquerque..... 
Arizona: 
| 
Utah: 
Salt Lake City... 
Nevada: 
PACIFIC 
Washington: 
Oregon: 
Portland_........ 
San Francisco, 


SASR AS ARR R&R 


an 


ported| 


ancy 


oreo ge 


sis, | Cases, 


deaths 
re- | mated 


culo- 


expect-| portedjexpect-| ported parted ported expect- 


onoo 


esti- | Cases 


Cases, 


ancy 


5° 


Cases 


19 
13 


3° 


ancy 


esti- 
mated] re- | mated] re- 


2 


and city 


Division, State, | Cases, 
Philadelphia... 
urgh 


Pittsb 


Terre Haute... 


Illinois: 


Chicago....... 


Indianapolis___ 
South Bend... 


Fort Wayne... 


New Haven... 
Toledo. ....... 


Reading 
EAST NORTH CEN- 


Fall River... 
Springfield 
Hartford 
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Scarlet fever Smallpox Typhoid fever 
ing | peat 
Deaths} cases’ all” 
re- re- causes 
ported | ported 
0 0 0 1 0 0 0 ll 25 
0 0 0 0 2 0 0 0 Oo; 9 
0 0 0 0 2 0 0 0 0 “4 
0 0 0 0 0 0 0 0 _ 
0 0 0 0 0 0 0 0 3 2 
si 0 0 0 0 0 0 0 0 0 8 
ll 0 0 0 5 3 6 0 ] 
1 0 0 0 2 0 0 0 
i) 0 0 0 0 0 1 0 
5 0 0 0 1 1 0 0 
0 0 0 0 0 0 0 0 
1 0 0 0 0 2 2 0 
2 0 0 0 1 0 0 0 
2 0 0 i) 1 0 0 0 
1 0 0 0 1 2 0 0 } 
] 
Néq 
4 0 0 0 0 1 2 0 
13 0 0 0 90 40 38 2 
9 0 0 0 1 1 1 0 
2 0 0 0 0 1 0 
o} o| o 0 2 1 0 0 } 
4 0 0 0 4 1 1 0 
1 0 0 0 1 1 0 0 
Pe 
15 0 0 0 18 ll 9 0 I 
8 0 0 0 ll 4 0 0 
0 1 0 0 0 1 1 1 1 
\ 
Ohi 
5 6 0 0 0 5 2 8 2 1 
13 14 0 0 0 11 4 8 0 
4 2 i) 0 0 0 1 1 0 
3 4 0 2 0 2 1 1 1 } 
0 0 2 1 1 
0 0 1 0 0 f 
fp 0 0 0 0 0 
P| 0 0 7 4 1 C 
Springfield_____ 0 0}. 1 1 0 
Michigan: 
Detroit........| 29 16 0 0 i) 21 4 7 1 62 233 
ee 6 12 0 0 0 1 1 0 0 20 23 y: 
Grand Rapids. 4 8 0 0 i) 0 1 0 0 5 a 
Wisconsin: 
Kenosha_...... 0 1 0 0 0 0 0 0 0 
Milwaukee...) 11 6 0 0 0 4 ) 1 0 29 87 
Racine. ......- 2 5 0 0 0 0 0 0 0 0 ll 
Superior....... 1 0 0 0 0 0 0 0 0 0 4 . 
T 
A 
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City reports for week ended September 18, 1930—Continued 


Division, State, sis, | C 
and city Deaths; 
re- re- 
ported 


WEST NORTH CEN- 


St. Paul....... 


Iowa: 
Davenport.... 
Des Moines... 
Sioux City. ... 


Kom 


SBS SE ow 


w 


coc SSO SON Kwo 


oe 


om 


Wichita....... 
SOUTH ATLANTIC 


Delaware: 
Wilmington... 

Maryland: 
Baltimore--..- 


eus 
coo 
cow 
coo 
coo 
coo 
orn © 
cos 


oo oc oc 
oc eco ec 
enw 20° Sof CONS 
or ofc SSO 


RBs xe 
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cio 
cco 
cco 
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Birmingham 
Montgomery. 


Scarlet fever Smallpox Typhoid fever 
Tuber. 
ths, y= culo- ing Deaths, 
cases” all 
Seg re. | causes 
ted 
Minnesota: 
0 3 21 
Minneapolis... 0 1 90 
4 0 12 
0 31 
Missouri: 
Kansas City... 0 2 105 
St. 0 3 29 
St. Louis...... 2 10 167 
North Dakota: 
0 3 5 
South Dakota: 
Aberdeen__.... 
Sioux Falls... 0 7 
Nebraska: 
Omaha........ 0 0 32 
Kansas: 
Topeka........ 0 0 10 
0 32 
0 18 
30 154 
4 10 
2 
96 
10 
24 
17 
15 
14 
9 
22 
22 
20 
67 
1 
EAST sOUTH 
4 CENTRAL : 
Kentucky: 
Covington... 0 1 0 0 0 0 0 1 0 0 hah 
Tennessee: 
Memphis..... 2 0 0 0 0 3 6 2 1 5 89 
Nashville...... 2 3 0 0 0 3 5 4 1 4 42 : 
4 2 0 0 0 3 5 0 0 0 37 
0 0 0 0 0 0 0 0 0 0 26 
1 0 0 0 8 
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4 Includes nonresidents. 
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City reports for week ended September 13, 1930—Continued 


Division, State, and city 


Lethargic en- 


cephalitis 


Pellagra 


Poliomyelitis (infantile 
paralysis) 


Cases 


NEW ENGLAND! 


Maine: 
Portland . 
M 


OStON . 


MIDDLE ATLANTIC 


SyTACUS® . 

adelphia.....-..-.-- 

Pitta 


EAST NORTH CENTRAL 
Ohio: 


Michigan: 
Detro' 


"hes 
Waterloo 
Missouri: 
t. Louis 


South ‘Dakota: 
Sioux F 


Kansas: 


Topeka. 
SOUTH ATLANTIC ? 


Charleston !.............) 


gia: 
Atlanta 


oo 
oo 


ON OD” KO 


osc. c wo 


eo oo ec ec oo 


om we Be 
ooco 


no 


ON 
-o Of SO 


oe Of HK 


1 Dengue, 1 death and 1 case: 3 Goat of Providence, B. L., and 1 case at Charleston, 
deaths: deaths at 
Md., and 1 case and 1 death at Washington, D 


1 Typhus fever, 18 cases and 9 


Kansas City, Mo. 1 \Geath at Baltimore, 


Cases, 
esti- 
Cases | Deaths Cases | Deaths; mated | HI | Deaths 
expect- 
ancy 
a 0 0 0 0 0 0 0 7 0 
ae 0 0 1 0 1 3 10 1 
125 
22 
New York: 
0 0 0 
New York........-..---- - 0 
34 Rochester. ...----------- 0 0 0 
62 
0 0 0 
a 0 0 0 
0 
4 0 
1 ind 
Pest Wags 0 
8 Indianapolis.........---- 0 
Illinois: 
73 COMED: 0 
13 Springfield............-- 0 
1 Wisconsin: 
0 
17 Milwaukee.............. 0 
3 WEST NORTH CENTRAL 
Minnesota: 
0 0 0 
0 0 0 
a 0 0 0 
21 
0 0 0 
51 0 0 0 
0 0 0 
32 
25 0 0 0 
50 0 0 0 
Columbia: e 
as 0 0 0 
West Viegin a: 
Charleston. ............. 1 0 0 0 
North Carolina: 
Winston-Salem.......... 0 0 0 0 
South Carolina: 
Geo 
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City reports for week ended September 13, 1930—Continued 


M ococcus | Lethargic en- Poliomyelitis (infantile 
cephalitis Pellagra paralysis) 


Division, State, and city 


EAST SOUTH CENTRAL 


Kentucky: 
Cc 


The following table gives the rates per 100,000 population for 98 cities for the 
5-week period ended September 13, 1930, compared with those for a like period 
ended September 14, 1929. The population figures used in computing the rates 
are approximate estimates, authoritative figures for many of the cities not being 
available. The 98 cities reporting cases have an estimated aggregate popula- 
tion of more than 32,000,000. The 91 cities reporting deaths have more than 
30,500,000 estimated population. 


esti- 
Cases | Deaths} Cases | Deaths} Cases | Deaths ys Cases | Deaths 
expect- 
ancy 
_ 0 0 0 1 0 0 0 1 0 
‘Tennessee: 
Memphis...........-..-- 2 2 0 0 0 0 0 0 0 : 
Alabama: 
Birmingham_...........- 1 0 0 0 0 0 1 0 0 
St nclencecsexstaned 0 0 0 0 0 1 0 0 0 
Montgomery. ..........- 0 0 0 0 2 0 0 0 0 
WEST SOUTH CENTRAL | 
Louisiana: 
New Orleans. ........... 0 0 0 0 1 0 0 0 0 
Oklahoma: 
0 0 0 0 0 0 0 1 0 
Texas: 
aE ee 0 0 0 0 2 0 0 1 0 
0 0 0 0 0 1 1 0 0 
“Rn Saas 0 0 0 0 0 0 0 1 0 
San Antonio............. 0 0 0 0 0 0 0 2 0 
MOUNTAIN 
Colorado: 
OEE Sicinctstacnibinnsetvaead 0 0 0 0 0 0 0 0 1 
PACIFIC 
Oregon: 
REE 0 0 1 0 0 0 1 0 0 
California: 
Los Angeles. ............ 2 0 0 0 0 0 1 13 3 
San Francisco. -.......... 0 0 1 0 0 0 0 14 2 
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Summary of weekly reports from cities, August 10 to September 13, 19380—Annual 
— 100,000 population, compared with rates for the corresponding period of 
192. 


DIPHTHERIA CASE RATES 


ths 
1930 | 1929 || 1930 | 1929 || 1930 | 1929 
98 cities............-.-| 81 34 61 || 240 62 || 341] 464 $46 66 
0 New England...............| 40 40 63 || 45 35 | 446 55 47 
Middle Atlantic.............| 2 2B 58 31 54 31 45 238 41 
0 East North Central.........| 36 41 69 46 75 49 86 64 95 
West North Central.........| 27 25 25 27 25 34 38 55 58 
0 South Atlantic_....... 37 75 760 90 60 92 || 133 
0 East South Central.........| 34 13 55 13; 16 54 75 27 116 
0 West South Central.........| 52 67| Mi 71| *61) 133 49 61 
Mountain_. 17 43 26 || 17 43 70 34 
Pacific 85 26 29 19. 27 38 34 26 
0 
0 
24 28 20 || 1220 #25] 416 16 
0 New England_..... 29 60 38 |} 20 33 | ‘21 38 16 
0 Middle Atlantic....... 41 15 13 23 ~ 28 7 20 12 
0 East North Central_...... 19 35 21 33 ~ 22 13 16 “ 20 
West North Central.........| 30 13 19 8 27 8 30 2 15 6 
South | 15 18 730 13 26 2 56 7 
East South Central......... 20 0 7 14 13 7 27 14 7 7 
West South Central......... 7 0 4 8 +0 4 4 ll 
43 26 52 44 61 26 34 61 
50 39 19 40 46 19 39 
0 ARLET FEVER CASE RATES 
New 51 49 47 45} 38 55 | 483 51 52 
Middle Atlantic............- 18 17 27 15 28 16 25 25 27 16 
East North Central.........| 39] 50 35| 63 48 | 63 47| 70 85 90 
, West North Central.........| 2 40 34 58 42 “4 57 67 34 58 
T South Atlantic..............| 26 73 27 34 || 767 45 66 64 || #53 47 
East South Central........-| 54 14 34 68 115 %4 67 40 96 
1 West South Central.........| 34 38 37 65 15 72 || *69 34 26 91 
Mountain 43 78 86 44 || #88 61 34 17 7 70 
! Pacific. 38 53 33 1 31 46 33 7 73 72 
CASE RATES 
3 7 2 3 22 4 33 44 $3 3 
New England.-...... Ghaennend 0 0 0 0 60 0 0 40 0 0 
Middle Atlantic. -......---- 0 3 0 0 0 0 0 0 0 0 
East North Central......... 3 16 0 4 0 10 3 10 2 4 
West North Central.......--| 6 4 ~ 6 8 4 13 2 27 8 
South Atlantic..............| 0 0 2 0 70 0 4 0 50 2 
East South Central.......-- 7 7 0 0 0 0 0 0 0 0 
West South Central_......-- 4 0 7 8 4 4 +0 0 0 0 
Mountain 0 9 0 26 80 0 0 9 0 9 
Pacific. 14 12 12 17 12 14 14 14 9 12 


1 The figures given in this table are rates per 100,000 population, annual basis, and not the number of 
cases reported. Populations used are estimates as of July 1, 1930 and 1929, respectively. 

1 Hartford, Conn., Columbia, 8. C., and Helena, Mont., not included. 

* Fort Smith, Ark., not included. 

‘ Pawtucket, R. L., not included. 

‘ Savannah, Ga., not included. 

¢ Hartford, Conn., not included. 
8. C., not included. 
* Helena, Mont., not included. 


ile 
Week ended— 
i 
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Summary of weekly reports from cities, August 10 to September 18, 1930—Annual 
rates per 100,000 population, compared with rates for the corresponding period of 
1929—Continued 

TYPHOID FEVER CASE RATES 


Week ended— 


98 cities. ..........-.-- 


East South Central-.. 
West South Central. 
Mountain 


INFLUENZA DEATH RATES 


| w 
~ 


w 


| oo 

- 
w 


Mountain 


WO! w 


DEATH RATES 


1 Hartford, Conn., Columbia, 8. C., and Helena, 
§ Fort Smith, Ark., not included. 

4 Pawtucket, R. I., not included. 

§ Savannah, Ga., not included. 

* Hartford, Conn., not included. 

? Columbia, 8. C., not included, 

* Helena, Mont., not included. 


Aug. | Aug. |} Aug. | Aug. || Aug. | Aug. || Sept. | Se t. | Sept. 

16, 17, 23, 24, 30, 31, 6, . or 14, 

1930 | 1929 || 1930 , 1929 || 1930 | 1929 || 1930 | 1929 || 1930 | 1929 

20 19 21 

New England............... 4 ll 1 

Middle Atlantic. -.........- 15 19 

East North Central_.......-. 10 10 

West North Central. 23 17 

South Atlantic.............. 40 84 

45 50 

26 70 

New 
Middle 
East North Central__......- 
West North 
South Atlantic.............- 
East South Central 
West South 
PNEUMONL 

New 
Middle 
East North 
West North 
South 
East South Central 
West South Central_........ 


FOREIGN AND INSULAR 


BRAZIL 
Bahia—Mosquito index—Quarter ended June 30, 1930.—According 
to a recent report, there were no cases of yellow fever reported at 
Bahia, Brazil, during the quarter ended June 30, 1930. The Aédes 
aegypti index of the city was reported to be well under 10 during the 
quarter. 
Work on the new water supply system for the city of Bahia was 


advancing rapidly. 
CANADA 
Provinces—Communicable diseases— Week ended September 6, 1930.— 
The Department of Pensions and National Health of Canada reports 
cases of certain communicable diseases for the week ended September 


6, 1930, as follows: 


Cerebro- 
spinal 


Manitoba 

Saskatchewan... 
Alberta.-- 1 
British Columbia 1 


Total. 6 1 2 


Z| 


1 No case of any disease included in the table was reported during the week. 


Quebec Province—Communicable diseases— Week ended September 13, 
1930.—The Bureau of Health of the Province of Quebec, Canada, 
reports cases of certain communicable diseases for the week ended 


September 13, 1930, as follows: 


Disease 


hoid fever 
hooping cough 


19 
Polio- Small- 
Province myelitis 
Fe Cases | Disease Cases 
1 
(2409) 
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DENMARK 


Communicable diseases—June, 1930.—During the month of June, 
1930, cases of certain communicable diseases were reported in Den- 
mark as follows: 


Disease Disease 


Cerebrospinal meningitis. Mumps 906 
Chicken pox.-......- 21 || Paratyphoid fever. 15 
Diphtheria and croup. 311 || Poliomyelitis. 2 
Erysipelas -. 194 || Scabies__ 592 
German measles 12 || Scarlet fever. 161 
Lethargic encep halitis (Bac. abort. Bang) 
t encep lever ‘ac. abort. Bang) --..--- 
1,819 || Whooping cough 


FRANCE 

Alsace-Lorraine—Poliomyelitis—A report dated August 28, 1930, 
states that 331 cases of poliomyelitis had been reported in the city of 
Strasbourg and its environs up to August 25. The epidemic seemed, 
however, to be abating, 7 cases having been reported during the period 
from August 11 to 25 as compared with 35 cases during the preceding 
10-day period. 

The disease has been centered around Strasbourg and the localities 
to the north and northeast. Of the 561 communes constituting the 
Bas-Rhin, 95 were reported to be affected on August 25. 


GREAT BRITAIN 


England and Wales—Vital statistics—April—June, 1930.—During 
the second quarter of the year 1930, 170,212 births and 111,353 
deaths were registered in England and Wales, giving a birth rate on an 
annual basis, of 17.2 per 1,000 population, and a death rate of 11.3 
per 1,000. The figures are provisional. The mortality of infants 
under 1 year of age was 57 per 1,000 live births. 

During the 13 weeks ended June 28, 1930, deaths from certain 
communicable diseases were reported in 107 county boroughs and 
great towns, including Greater London, as follows: ~ 


Death 
Number | rate per Number | rate per 
Disease of deaths | 1,000 pop- Disease of deaths | 3,000 pop- 
*| ulat 


andenteritis(under| |  __ || Scarlet fever................. 


October 3, 1930 7 
108 0.02 

464 .09 || Typhoid fever............... | 
471 .10 || Whooping cough............. 331 07 
1,044 -21 
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Deaths from certain communicable diseases were reported in 158 
smaller towns for the quarter ended June 30, 1930, as follows: 


Disease 


Deaths 


Disease 


Diarrhea and enteritis (under 2 years)..... 


uenza. 


Measles. 


87 
90 
154 
151 


Scarlet fever.... 


England and Wales—Communicable diseases—Thirteen weeks ended 
June 28, 1930.—During the 13 weeks ended June 28, 1930, cases of 
certain communicable diseases were reported in England and Wales 


as follows: 


Disease 


Diphtheria. 


Ophthalmia neonatorum 


Pneumonia... 


Puerperal fever 


Puerperal p 
Scarlet fever. 


Smallpox... 


Typhoid fever 


Scotland—Vital statistics—Quarter ended June 30, 1930.—The 
Registrar General of Scotland has published the following statistics 
for the second quarter of the year 1930: 


Population, estimated 
Births. 
Birth rate per 1,000 population. -....... 
Deaths. 
Death rate per 1,000 population. 
Marriages. 
Deaths under 1 year. 
Deaths under 1 year per 1,000 births...... 
Deaths from— 
Bronchitis. 
Broncho-pné 
Cerebrospinal meningitis 
Diabetes_ 
Diphtheria 
Dysentery 
Erysipelas. 
Heart disease 


Influenza 


Deaths from—Continued. 
Lethargic encephalitis... ........... 
Malaria... 
Measles 
Nephritis (acute) 
Nephritis (chronic) 
Paratyphoid fever 
Pneumonia 
Poliomyelitis 
Puerperal sepsis. 
Scarlet fever. 
Syphilis 
Tetanus 
Tuberculosis (pulmonary) -......... 
Tuberculosis (other 
Typhoid fever 
Whooping cough 


eu 


6, 
l- 

Deaths 
4 
15 
2 
51 
10 
a5 
13 
Cases ‘Disease Cases 
f 

4 
3 

4, 879, 700 
24, 816 
20. 4 
15, 886 
13.1 
8, 283 
1,822 
73 
817 
591 
74 
133 
92 
1 
51 
2, 132 
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ITALY 


Communicable diseases—Four weeks ended June 8, 1930.—During 
the four weeks ended June 8, 1930, cases of certain communicable 
diseases were reported in Italy as follows: 


May 19-25 


Communes 
Cases | affected 


Chicken pox 

and croup.... 
ysentery 
Lethargic encephalitis... 
Measles 

Poliomyelitis 

Scarlet fever. 


Smallpox 
Typhoid fever 


5.8.28. 


8S 


MEXICO 


Tampico—Communicable diseases—August, 1930.—During the 
month of August, 1930, certain communicable diseases were reported 
in Tampico, Mexico, as follows: 


Disease 


Cases 


Deaths 


Diphtheria... 


Enteritis, various 


Malaria 
Measles 


4 
195 
6 


October 8, 1930 
May 12-18 PY May 26-June 1 June 2-8 
Disease 
ommunes ‘communes ommunes 
Cases | affected Cases | “aftected | ©85°| “attected 
14 ll ll 18 12 
Cerebrospinal meningi- 
18 13 13 8 16 
369 287 130 138 357 
480 387 229 201 324 
7 ll 4 4 3 
4 1 5 
5 8 7 8 12 
ae 419 136 136 378 
307 | | 72 | 300 
| | Disease Deaths 
27 
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